Peripheral odontogenic fibroma (POF) is a rare benign neoplasm of odontogenic mesenchymal origin that accounts for approximately 4.7% of all odontogenic tumors. This article reports the case of a 29-year-old woman who presented with a painless, reddish mass in the right vestibular mandibular gingiva between the second premolar and the first molar. Radiographic examination revealed small crestal bone loss in the region. Microscopic analysis revealed a tumor composed of cellular fibroblastic connective tissue intermingled with conspicuous islands and strands of apparently inactive odontogenic epithelium. The final diagnosis was POF. No clinical signs of recurrence were observed 22 months after surgical excision. POF may be clinically mistaken for other common gingival lesions, such as pyogenic granuloma, peripheral giant cell lesion, and peripheral ossifying fibroma. Conservative local excision has been suggested as the treatment of choice for POF. However, in view of the paucity of information on the biological behavior and recurrence rate of this tumor, long-term follow-up of patients is mandatory.
Peripheral odontogenic fibroma (POF) is a rare benign neoplasm of odontogenic mesenchymal origin (1) (2) (3) . This extraosseous analogue of central odontogenic fibroma (1) (2) (3) accounts for 1.2% to 4.7% of all odontogenic tumors (4) (5) (6) .
Clinically, POF manifests as a non-ulcerated nodular, sessile, slow-growing mass (1) (2) (3) . A slight mandibular preference of this tumor has been reported (7) , especially in the anterior gingival region (3) . Involvement of the underlying bone is uncommon and radiographic changes are, therefore, not commonly observed (7) . Nonetheless, areas of calcification, superficial bone depression, and horizontal bone loss can be observed in some cases (7) (8) (9) . In view of its clinical presentation, POF is usually misdiagnosed as other common reactive inflammatory lesions that occur in the gingiva, such as pyogenic granuloma, peripheral ossifying fibroma, and peripheral giant cell lesion (8, 10) . POF is a non-encapsulated tumor characterized histologically by moderately cellular or collagenous connective tissue containing varying amounts of inactive appearing odontogenic epithelium (3, 10) . Hard tissue exhibiting features of dentinoid or cementum-like calcifications may be present in some cases (3, 6, 11) . The current treatment of choice for POF is conservative surgical excision (7, 8, 10) . Local recurrence rates and the biological behavior of POF are still controversial (7, 12) . Thus, long-term follow-up has been recommended (6, 13) . This article reports a case of POF located in the mandibular gingiva of a 29-year-old woman and reviews the pertinent literature regarding pathogenesis, clinicopathological features, differential diagnosis, and therapeutic management of POF.
CaSE rEPort
In July 2016, a 29-year-old white woman was referred to our department for evaluation of a painless, slow-growing swelling in the gingiva that had been identified two years earlier. Her medical history was unremarkable. Intraoral examination showed a reddish, painless, sessile nodule of soft consistency in the right vestibular mandibular gingiva between the second premolar and the first molar (Figure 1 ), which measured approximately 1.5 × 0.8 cm. Radiographic examination revealed small crestal bone loss in the region (Figure 2 ). An excisional biopsy was performed based on the initial clinical diagnosis of pyogenic granuloma or peripheral giant cell lesion. Histopathologic examination revealed a non-encapsulated lesion covered with hyperplastic squamous epithelium, which exhibited transition to a tumor composed of cellular fibroblastic connective tissue intermingled with conspicuous islands and strands of inactive appearing odontogenic epithelium ( Figure 3A and 3B). Budding from the basal layer of the surface epithelium was also observed ( Figure 3C ). On the other hand, hyalinization and foci of calcified material were not detected. The final diagnosis was POF. No clinical signs of recurrence were observed 22 months after surgical excision (Figure 4) . DiSCuSSion POF is a rare benign neoplasm of odontogenic mesenchymal origin (2, 3) that accounts for only 1.2% to 4.7% of all odontogenic tumors (4) (5) (6) . Despite its low frequency, POF is the most common neoplasm among peripheral odontogenic tumors, accounting for approximately 51.1% to 63.6% of all cases (5, 14) . This lesion is widely accepted to be an odontogenic tumor of mesenchymal origin, but its histogenesis has not been established yet (7) . Within this context, it has been speculated that POF may arise from ectomesenchyme, periodontal ligament, remnants of the dental lamina, or surface epithelium (7, 10) . According to Farman (1975) (15) , the ectomesenchyme in the gingiva may induce secondary proliferation of dental lamina remnants and also of the basal layer of the gingival epithelium.
POFs have been diagnosed in individuals aged 5 months to 84 years (4, 5, 7, 16) , with a peak incidence between the third and fourth decades of life (5, 7, (16) (17) (18) . Most studies report a female predilection for these tumors, with the female/male ratio ranging from 1.1:1 to 7.5:1 (4, 5, 16, 18, 19) . Regarding the anatomical location, a higher frequency of POF has been reported in the mandible (41.1% to 70%) (4) (5) (6) (7) (16) (17) (18) , especially the incisor/canine and premolar areas (5, 7, 16, 19) . The case presented here agrees with the profile commonly reported for patients with POF.
Clinically, POF manifests as a non-ulcerated nodular, asymptomatic, slow-growing mass (1, 3, 18) , which diameter usually ranges from 0.3 to 3.4 cm (5, 7, 16, 17, 19) . In rare cases, POF can present as multiple lesions or exhibit a verrucous appearance of the surface (5, 7, 16) . The color of the tumor is usually normal or pink (17) , but some POFs exhibit bleeding on brushing and resemble a vascular lesion (4) , as observed in the present case. The clinical presentation is not pathognomonic for POF and the differential diagnosis should, therefore, include pyogenic granuloma, peripheral giant cell lesion, peripheral ossifying fibroma, fibrous hyperplasia, papilloma, and other types of peripheral hyperplastic swelling that occur in the gingiva (5, 8, 10, 16) .
In most cases, POF does not involve the underlying bone and radiographic changes are not commonly seen (7) . Accordingly, Ritwik & Brannon (2010) (7) reported radiographic features in only 12 (7.9%) of the 151 cases of POF. The most common radiographic features of POF include areas of calcification (7, 17) , superficial bone depression (7) , and horizontal bone loss (9) . In rare cases, POF can cause alveolar bone resorption and tooth displacement (19) . Histologically, POF is characterized by varying amounts of inactive-looking odontogenic epithelium embedded in a moderately cellular fibrous stroma (3, 10) . The connective tissue can range from predominantly fibrous to predominantly myxoid (7) , but retrospective studies have reported a higher frequency of a cellular fibroblastic pattern (4, 6) , as observed in the present case. The odontogenic epithelium can vary from totally absent to abundant and usually presents as small islands and strands (3, 4) . In rare cases, clear cell differentiation may be found in the epithelial component (4, 6) . Budding from the basal layer of the surface epithelium, which has been associated with recurrence of POF (7) , is observed in 57% to 80.4% of cases (4, 7) .
Hard tissue exhibiting features of dysplastic dentin, amorphous ovoid cementum-like calcifications or trabeculae of osteoid may be present in up to 77.8% of POFs (6, 7, 11) . In 43% to 52% of cases, the hard tissue is closely associated with the odontogenic epithelium (5, 7) . According to Ritwik & Brannon (2010) (7) , apposition of calcification and odontogenic epithelial rests are associated with a lower recurrence rate for POF. In the present case, hyalinization or foci of calcified material were not observed.
The current treatment of choice for POF is conservative local excision (7, 8, 10) , but recurrence rates and the biological behavior of POF are still controversial (7, 12) . Some studies have suggested a low recurrence rate of POF, ranging from 3.3% to 5.5% (6, 17) . However, other retrospective studies indicate a significant potential for local recurrence, which is observed in 17.6% to 50% of cases (7, 16, 18) . Recurrence of POF typically occurs within the first two years of follow-up (6, 7, 17) . Ritwik & Brannon (2010) (7) suggested complete surgical removal to be the most important factor in preventing recurrence of POF. In view of the inconclusive data regarding the prognosis of POF, long-term follow-up of patients is mandatory (6) . In the present case, no clinical signs of recurrence were observed 22 months after treatment.
ConCLuSion
POF is a rare benign neoplasm of odontogenic mesenchymal origin, which may be clinically misdiagnosed as other common reactive inflammatory lesions that occur in the gingiva. Conservative local excision has been suggested as the treatment of choice for POF. However, in view of the paucity of information on the biological behavior and recurrence rate of this tumor, longterm follow-up of patients is mandatory.
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